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Abstract 

Background: The marginal length from main tumor in esophageal cancer is a 
considerable issue regarding surgical management and adjuvant treatment; so we 
decided to study the contractility effect on the proximal surgical margin after 
immersing it inl 0% buffered formalin as a fixative. 

Methods: The proximal marginal length of ten sequential patients with 
esophageal cancer who underwent transhiatal esophagectomy were studied, on 
the operating table as fresh specimens, immediately after resection, and next 24, 
48 and 72 hours after immersing in 1 0% buffered formalin. 

Results: The contraction continued through the day 3, the mean contractility after 
one day was about 27%, after two days was 33% and after three days was 
38%. 

Conclusion: This study shows how the proximal esophageal margin can vary by 
the time, after immersing in 1 0% buffered formalin and should be considered in 
every settings and reporting documents by pathologists. 
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Introduction 

Marginal status is an integral part of cancer 
surgery which will affect the surgical procedures as 
well as comprehensive patient management. 

Margin status can affect on local or anastomotic 
site recurrence particularly, the proximal margin in 
esophageal carcinoma. 

The importance of marginal length on the 
anastomotic site recurrence was mentioned by 
several studies. 

In the study that was performed by Tarn Pc ef a/ in 
1987, it is concluded that if the marginal length is 
less than 5 cm, the local recurrence rate is about 
20%,if it is between 5-10 cm the recurrence is about 
8% and if greater than 1 0 cm, the recurrence rate is 
0%[1]. 

In another study in 1 996 by Law S. ef a/, 
the tumor's distance from the margin was the main 
factor for the anastomotic site recurrence than 
microscopic involvement of the margin. If marginal 
length was less than 2.7cm, the anastomotic site 
recurrence was occurred and if the length was more 
than 4.4cm, there was no recurrence [2]. 



In other study in 1 993 by Paul Dimusto ef a/, It was 
concluded that it is adequate to have 4-6cm length 
for distal margin (stomach) following resection and in 
98% of cases it is usually free of tumor. In remaining 
2%, microscopic involvement of the margin doesn't 
affect survival which is usually correlated with 
metastasis and more resections don't increase the 
improvement [3'4]. Here we reported the 
contractility effect on proximal margin length one, 
two and three days after immersing it in 1 0% 
buffered formalin as fixative. 

Materials and Methods 

Patients and specimens 

Patients with esophageal cancer either squamous 
cell carcinoma or adenocarcinoma who underwent 
esophagogastric resection by transhiatal technique 
were included. During the year 201 1, ten cases were 
studied. After resecting the specimen, it was laid 
freely on the table, one suture with 2-0 silk is made 
just at the operating table proximal to the palpable 
mass and another one is laid just at the resection 
margin. The interval between two silk sutures was 
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measured by metal ruler and recorded. 
Measurements was done by one staff after 24, 48 
and 72 hours after immersing the specimen in a 
container which containslO% buffered formalin that 
equals about 20 times the volume of the specimen. 

Results 

The absolute figure of contraction according to 
days was shown at Table 1 . 

After 24 hours, the minimal size of contraction was 
4.5%, the maximal size was 50% and the 
average size was 27% (Figure 1 ). After 48 hours, 
the minimum was 1 4%, the maximum was 50% and 
the average size was 33% (Figure 1 ). 

After 72 h, the minimum was 23%, the maximum 
was 51 % and the average size was 38% (Figure 1 ). 

Discussion 

Esophageal carcinoma is the fourth and seventh 
most common cancers among Iranian women and men 
respectively; excluding skin cancer (Ministry of 
Health-lran).This is more common in North of Iran 
which is also the most prevalent one in the world. The 
rate of SCC is still high consisting 75% of cases in 
men and 85% in women. Although the neoadjuvant 
chemotherapy is effective in SCC but surgical 
resection remained the main therapeutic approach 
which is performed by different approaches such as 
left thoracotomy, laparotomy, right thoracotomy and 
cervical incision through various techniques eg: Ivor 



Lewis, McKawn, Radical esophagogastrectomy and 
Transhiatal esophagectomy depending on the 
location and stage of tumor [4]. In each technique, 
the minimum requirement for marginal length should 
be considered [5-8]. 

The length of margins from the primary tumor is 
one of the main criteria for complete resection which 
is reported by pathologist after fixation of specimen 
in10% buffered formalin during the coming days. 
The margin length will change day by day after 
resection; in our study it became shorter 27%, 33% 
and 38% during 1 st , 2 nd , and 3 rd day after fixation. 
As it was discussed by Tarn PC and Law S, the length 
of margin is the most important prognostic factor for 
anastomotic site recurrence, so that the 1 0 cm with 
zero probability and the less than 5 cm about 20%. 
The length which is reported by pathologist differs 
from actual size. The actual size is the length of 
margin during pathology study plus the expected 
contractility of the specimen based on the day(s) 
which remained in the fixative material. 

Some articles studied the length difference in vivo 
and after resection. This kind of study is very difficult 
in transhiatal technique and thus omitted [5]. 

Regarding ongoing contraction even in 10% 
buffered formalin, every statement about margin 
should be correlated to the time of reporting. You 
can reach the actual size by X=Y+(YxZ/l 00) 

X=Actual size 

Y=Margin length after immersing in formalin 
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Figure 1. Contraction percent according to days 
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Z— Percent of contraction according to the day of 
report 

Conclusion 

The process of contraction continues through 72 
hours and may even after that. Main contraction 
occurs after 24 hours which is about 27% which 
reaches to 33% after 48 hours and 38% after 72 h, 
meaning after 24 hours immersion in 1 0% buffered 
formalin (fixative), the esophagus undergoes 27% 
contraction of its length, adding 6% after 48 h and 
another 5% after 72 hours. So, we recommend that 
contractility effect be under more consideration in the 
pathologist's report. 

Acknowledgment 

Authors would like to acknowledge Professor M.E. 
Akbari for his valuable comments, and Dr. F. Mirae 
and Mrs. T. Dashti for their kind assistance. 

Conflict of Interest 

The authors have no conflict of interest in this 
article. 

Authors' Contribution 

Jalaluddin Khoshnevis reviewed the literature and 
designed the study and did the operations. Afshin 
Moradi helped in literature review, suggested 
fixative formula and measured the margins aside 
from Gholizade. Eznollah Azargashb suggested the 
methodology and analyzed the outcome. Barmak 
Gholizade helped in literature review, handling of 
the samples; measurement of the margins. 
Mohammad Esmaeil Akbari reviewed the article 
ultimately. Mohammad Reza Sobhiyeh contributed in 



designing the study and 

performing the operations. 

References 

1 . Tarn PC, Siu KF, Cheung HC, Ma L, Wong J. Local 
Recurrences After Subtotal Esophagectomy for Squamous 
Cell Carcinoma. Annals of Surgery. 1 987 February; 
205(2): 189-94. 

2. Law S, Arcilla C, Chu K, Wong J. The Significance of 
Histologically Infiltrated Resection Margin After 
Esophagectomy or Esophageal Cancer. Am J Surg. 1 998 
Sep; 176(3): 286-90. 

3. DiMusto PD, Orringer MB. Transhiatal Esophagectomy 
for Distal and Cardia Cancers: Implications of a Positive 
Gastric Margin. The Annals of Thoracic Surgery. 2007 
June; 83(6): 1993-8. 

4. Jobe BA, Hunter JG, Peter JH. Esophagus and 
Diaphragmatic Hernia. In Brunicardi F, Andersen D, Billiar 
T, Dunn D, Hunter J, Matthews J, et al. Schwart'z Principles 
of Surgery. 9th ed.: MC Grow Hill; 201 0. p. 81 0-81 1 . 

5. Wang L, Shen J, Song X, Chen W, Pan T, Zhang W, 
et al. A Study of the Lengthening and Contractility of the 
Surgical Margins in Digestive Tract Cancer. The American 
Journal of Surgery. 2004 Mar; 1 87(3): 452-5. 

6. Mariette C, Castel B, Balon J, Van SI, Triboulet J. 
Extent of Oesophageal Resection for Adenocarcinoma of 
the Oesophagogastric Junction. European Journal of 
Surgical Oncology. 2003 Sept; 29(7): 588-93. 

7. Mulligana E, Dunne B, Griffin M, Keeling N, Reynolds 
J. Margin Involvement and Outcome in Oesophageal 
Carcinoma: A 1 0-Year Experience in a Specialist Unit. 
European Journal of Surgical Oncology. 2004 April; 
30(3): 313-17. 

8. Casson AG, Darnton S, Subramanian S, Hiller L. What 
is the optimal distal resection margin for esophageal 
carcinoma? Annals of Thorac Surg. 2000 Jan; 69(1): 205- 
9. 



Vol 6, No 1, Winter 2013 



27 



